Introduction
Mental health is defined as 'a state of well-being in which every individual realises his or her own potential, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his community' (World Health Organization, 2014) . The World Health Organization (2011) estimate that millions of people across the world experience mental health problems, with one in four experiencing a mental illness at some point in their lives.
Despite the common occurrence, few young people with a diagnosable mental illness receive professional help (World Federation for Mental Health, 2009; Green, McGinnity, Meltzer et al, 2006; Biddle, Donovan, Gunnell, et al. 2006; Burns, Costello, Angold, et al. 1995) with the costs incurred by late detection or untreated mental illnesses being considerable. Health promoters have a pivotal role to play in reducing stigma associated with having a mental health problem. These professionals should encourage those who may be at risk of mental ill health to seek help or assist in making important health-related lifestyle changes. While primary care and schools should be key sites in terms of prevention, recognition, early intervention and referral to services, there is evidence that many young people fail to seek help from these sources (Rothi and Leavey, 2006; Rothi, Leavey, Best, et al. 2005) . This may be due to a combination of stigma surrounding mental health, a lack of information about support or the mistrust of health professionals and authority figures (Leavey, Rothi, and Paul, 2011) .
Unlike physical health, it is argued that mental health has not been accorded the same importance by the public. Breslin and McCay (2013) showed participants have more perceived control over their physical compared to mental health. Their (Azjen, 1985) , illustrated the increased need for health behaviour change to be directed at enhancing perceived control over mental health. Using the Theory of Planned Behaviour to predict intentions to adopt healthy behaviours, lower perceived control by respondents over mental health outcomes may be associated with less participation or adherence to lifestyle choices and behaviours with protective benefits for mental health. Therefore, mental health promotion efforts should focus on; (a) bridging the gap between how stigma influences intentions to seek help, and (b) how a person can make the transition from intention to seek help, to actually seeking help. To this end, there have been creative attempts to promote positive mental health messages to support those with mental health problems. One attempt has been through the delivery of mental health awareness messages in a sport setting or via online programmes (Gulliver et al., 2012; Sebbens, Hassmén Crisp and Wensley, 2016) . Within this environment, programmes have been delivered to athletes or coaches. In this domain, athletes were selected to increase their knowledge of mental health literacy while coaches were selected due to their established working relationships and close proximity with athletes (Sebbens et al, 2016) .
Sport has been shown to be a useful medium to tackle mental health as it provides a natural environment for an established social community network. This network emanates in a substantial level of trust across players, coaches, parents and the wider community (Breslin, Donnelly, Kearney and Haughey, 2015) providing an opportunity for engagement in mental health awareness (Breslin, Donnelly, Kearney and Haughey, 2015) . However, despite the positives, sport environments can present challenges. According to Bauman (2016) supported to manage their mental health and instead, the sporting culture has celebrated mental toughness and disapproval of weakness disclosure. Consequently, with this lack of mental health support, emotional and psychiatric problems can remain hidden (Trojian, 2016) , and the development of stigma can prevent athletes from seeking timely and appropriate help (Bauman, 2016) . In response to the uncertainties of whether mental health awareness programmes in sport are effective, a recent systematic review concluded that programmes delivered to athletes and coaches have been effective (Breslin, Shannon, Haughey, Donnelly and Leavey, under review) . Not included within the Breslin et al review, a recent study by Sebbens et al, (2016) was conducted with coaches and support staff within the elite sport environment. The findings revealed increases in mental health awareness and confidence in providing support to someone with a mental health problem, the effects were maintained at follow-up compared to controls.
In the current study, we tested the effects of providing a mental health awareness intervention, the Mood Matters in Sport Programme (MMSP), to paid and volunteer coaches. The sample consisted of amateur sports with the purpose of increasing their knowledge of mental health and intentions to offer help to those who have a mental health problem. A psychological theory of behaviour change, the Theory of Planned behaviour (Azjen, 1985) was applied. Three directional hypotheses were assessed: i) coaches who received the MMSP will be significantly more knowledgeable of mental health than those in a control group; ii) coaches who receive the intervention will be significantly more likely to offer support to someone with a mental health problem, and; iii) there will be a significant positive correlation 
Measures

Reported and Intended Behaviour Scale (RIBS: Evans-Lacko et al, 2011)
The RIBS measures mental health stigma related behaviour that can be used on a general public sample. Items 1-4 address the respondents' exposure to individuals with mental health problems through examining whether they live or work with, or have a neighbour, or close friend, with a mental health problem. Items 1-4 response options are yes, no or don't know. As items 1-4 relate to the prevalence of behaviours they are not scored nor summed in any way. Items 5-8 response options follow an ordinal format (1-5), ranging from strongly agree (5) to strongly disagree (1), and relate to intended behaviours in relation to willingness to live, work, live nearby or continue a relationship with someone with a mental health problem. Items 5-8 can be summed, and after a confirmatory factor analysis of baseline data in the current study revealed a good fit one factor model representing these items (Chi-square = 4.32, df = 2, p = .115), a summed variable was created. This summed variable can range between possible scores of 4 to 20, higher scores indicating greater willingness/ 
Mental Health Knowledge Schedule (MAKS: Evans-Lacko et al, 2010)
The MAKS focuses on six stigma-related mental health knowledge areas relating to (1) Help-seeking, (2) Recognition, (3) Support, (4) Employment, (5) Treatment and (6) Recovery. It is scored using an ordinal type scale (1-5), ranging from strongly agree (5) to strongly disagree (1). Responses to items 6, 8 and 12 are reversed. Items 7-12 are used to ascertain recognition and familiarity with various mental health conditions. Items 1-6 can be summed, but after a confirmatory factor analysis conducted on baseline data in the current study did not confirm a one-factor structure. Agency provider. The pre-and post-intervention questionnaires were given out immediately before and after the intervention took place. Aftercare was offered if participants in the programme experienced any negative effects. The study was conducted after ethical approval was gained from the supporting University's Ethics Filter Committee. After agreement with the ethics-related information provided on a consent form, participants were included in the sample for the study. Any participant who did not provide consent were allowed to receive the intervention without the questionnaire element.
Data Analysis
Baseline exposure to individuals with mental health problems (RIB items 1-4) was illustrated in Table 1by When responding to the questionnaires, eExposure to individuals with mental health problems in the past was relatively high within both the intervention and control groups, varying from percentage scoress of the mid 40s to 70s (sSee Figure Table 1 ). Exposure was slightly higher within the control group across various relationships, with the exception of having a close friend with a mental health problem.
Insert Figure Table 1and 2 here
Self-reported mental health knowledge did noticeably improve between pre-and postintervention within the intervention group sample, while the levels of knowledge remained relatively stable within the control group (sSee Table 1Figure 2). There was a noticeable shift from 'know a little' to 'knowledgeable' within the intervention group while approximately half the control group remained within the 'know a little'
level. This improvement in knowledge between pre and post within the intervention group was even more noticeable in regards to correct responses to a question on the proportion of the population with a mental health problem within their lifetime (sSee Table 1Figure 3). Correct responses increased from less than 20% to over 60% within the intervention group compared to minimal change within the control group.
Insert Figure 3 here
Confidence in ability to help someone with a mental health problem also noticeably improved within the intervention group compared to no noticeable change within the control group (see Table 1See Figure 4). More specifically, there was a noticeable shift to 'moderately' or 'quite a bit' confident within the intervention group while the majority of the control group sample remained within 'a little bit' or 'moderately'. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 A mixed design repeated measures ANOVA, using the Greenhouse Geisser correction, showed that there was a significant interaction between time-point, variable and group (F (3, 364) = 13.14, p < .001). In other words, the change between pre-and post-intervention within the variables depended on whether the respondents were in the intervention or control sample grouping (see Table 2See 
Insert Figure 5 here
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Discussion
The aim of the current study was to determine whether providing a mental health awareness intervention to coaches increased their knowledge of mental health and intentions to provide support to others.
Coaches' knowledge of mental health increased as did their intentions to offer support to someone with a mental health problem. Furthermore, correlational analysis 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58 When interpreted via the Theory of Planned Behaviour (Ajzen, 1985) , an increase in knowledge and understanding of mental health predicts an increase in intentions to offer support to others. These findings are in support of Breslin and McCay (2013) on the relationship between perceived control over mental health and help seeking behaviour. The findings also support a recent study conducted in an elite sport performance environment (Sebbens et al., 2016) and extends the use of a psychological theory of behaviour change: the TPB to mental health and awareness programmes in sport.
In terms of correct recognition of mental health conditions, there was relative stability between pre and post time points for the intervention and control groups. The lack of difference between the control and intervention groups maybe due to the public mental health awareness campaigns, Minding Your Head that took place around the time of the intervention (http://www.mindingyourhead.info/). An additional benefit of taking part in the intervention was a noticeable improvement in recognition of bipolar disorder as a mental illness. Across both groups there was a lack of recognition and agreement about drug addiction as a mental health condition, it was not included in the MMSP and could be considered for inclusion given some previous research in sport settings, and the risk of substance misuse (Donohue et al., 2014) . There were several limitations to the current study. Participants were not randomised into groups, therefore a pspotential bias in who was recvuited tyo nthe intervention group could have occurred. A more thorough randomised controlled trial is required to enhance the robustness of the evaluation. Also, and it was not possible to determine whether the training actually led to a coach supporting someone in their club who was experiencing a mental health problem or requiring support. Thisis is an is an important point, as according to the TPB, intention predicts behaviour change.
Our data does not allow us to infer that even with confidence to provide support the person has actually provided support. Further follow up is required to determine the suitability of the programme for behaviour change (offering mental health support).
Future studies should include a longer term follow up, incorporate a qualitative component to gain the individual experiences of the participants and we also recommend that other components of TPB are included that were not included in the current study, such as; an assessment of attitudes to mental health, and a measure of social relatedness (Ajzen, 1985) .
In conclusion, a short mental health awareness psycho-education programme can increase knowledge of mental health including knowledge of mental disorders beyond that of a control group. The MMSP can also increase intentions to offer help and support to someone with a mental health problem. Based on our findings it may be worthwhile to continue with dissemination of the workshop in club settings to coaches and perhaps tailoring of the workshop for parents, teenagers, or a specific sport. Within Northern Ireland, where the study was conducted, mental health and wellbeing in sport courses such as MMSP could be considered an integral part in the development of coach education, player welfare and safe guarding players. Based on 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 
